Patients and methods A retrospective study was made of all patients palliated surgically for jaundice due to an obstructing carcinoma of the pancreatic head or periampullary region between January 1971 and January 1981 at the Royal United Hospital, Bath. Data collected from 165 patients included presentation and diagnosis, operations performed and survival. Particular attention was paid to the morbidity and mortality associated with biliary bypass alone, or in association with a gastric drainage procedure performed either prophylactically or when duodenal obstruction secondary to tumour encroachment seemed imminent. Patients were, therefore, divided into two groups according to their operative procedure (Table 1) 
Results
There were 165 patients in the study: 91 were men and 74 women. The age range was 40-90 years. All patients presented with obstructive jaundice, with anorexia, pruritis and weight loss to varying degrees. As in other series", a histological diagnosis was uncommon, and was obtained in only 62 patients (38%): palliative surgery was undertaken in the remaining 62% on the basis of a clinical impression of malignant disease at laparotomy.
Of 165 patients palliated surgically, 128 underwent a biliary bypass alone; 37 others underwent an additional gastroenterostomy, seven for imminent or actual duodenal obstruction and 30 by way of prophylaxis against subsequent tumour encroachment on the duodenum. Certain surgeons routinely carried out a gastroenterostomy in addition to a biliary bypass, whereas others adopted a more flexible approach.
Type of biliary bypass
Summary Because a number of options are available to relieve the obstructed bile duct, stomach or both in patients with irresectable carcinoma of the pancreatic head, palliative surgery for this condition was reviewed retrospectively between 1971 and 1981 at the Royal United Hospital, Bath. One hundred and sixty-five patients underwent a biliary bypass procedure with (n=37), or without (n=128) gastric drainage. Thirty patients had a prophylactic gastroenterostomy to avoid gastric outlet obstruction: tumour encroachment made gastroenterostomy essential in seven others. After biliary bypass alone, operative mortality was 14%. After a concomitant gastroenterostomy, mortality was 27% (P<0.04).
Within a year of biliary bypass alone, there was a 9% incidence of gastric outlet obstruction requiring gastric drainage, with an associated mortality rate of 18%. Survival after biliary bypass or biliary bypass with gastroenterostomy was equal (7-8 months). Except where gastric outlet obstruction is imminent, palliation for irresectable pancreatic head carcinomas should be by biliary bypass alone, because the addition of a gastroenterostomy almost doubles the mortality without any advantage in survival time.
Introduction
Adenocarcinoma arismg from pancreatic ductal cells is increasing in incidence in the Western world: In the United States, only lung, bowel, breast and prostate cancer now cause more deaths, and, as a percentage of all deaths from cancer, pancreatic malignancies now account for 3-6% in most countries'>. Because the diagnosis is invariably made at a late stage, pancreatic cancer is usually fatal", Resection is often ineffective because the disease may be systemic by the time of diagnosis, and the related morbidity and mortality are unacceptably high to many surgeons who have, therefore, adopted a policy of palliative surgery for most cases':", With a worldwide mortality rate of 22% for Whipple's resections", this policy is understandable, although removal of any possibility of cure from those few patients who would be suitable for radical surgery seems unreasonable, and is still a subject of surgical debate.
Where palliative surgery is deemed appropriate due to a patient's advanced age, general debility, or systemic or local spread of the neoplasm, a number of options are available to relieve the obstructed bile duct, stomach or both. We made a retrospective study to determine whether bypass of the obstructed biliary Journal of the Royal Society of Medicine Volume 83 January 1990 13 Operative mortality (death within 30 days of surgery) occurred in 28 patients (17%). Eighteen were in the group that had undergone biliary bypass alone (18 of 128, 14%), whereas 10 (of 37) (27%) had undergone a biliary and gastroenteric bypass (P< 0.04) ( Table 2 ). Of 110 patients surviving biliary bypass alone, 11 (10%) subsequently developed duodenal obstruction requiring a gastroenterostomy all within one year of the original operation. Two of the 11 patients in this group (18%) died after the second operation. Causes of all deaths are listed in Table 3 .
Mean survival time for those undergoing biliary bypass alone was seven months, compared with 7.8 months for those undergoing an additional gastroenterostomy. One patient undergoing biliary bypass alone survived 30 months. The maximum survival time for a patient undergoing biliary bypass with gastroenterostomy was 27 months.
Discussion
Histological proof of pancreatic cancer was obtained in only a minority of patients in this series. Many surgeons are reluctant to biopsy a suspected pancreatic cancer at laparotomy for fear of pancreatic inflammation, fistula formation or seeding of the neoplasm!", Others, however, regard biopsy as not only safe!", but essential, since clinical assessment may be inaccurate, and the rare, but treatable, malignant apudoma may be missed'", The proportion of histologically diagnosed tumours in the Bath series is no different from that reported in other series, but should be deprecated. If advances are to be made in the study of this disease, a tissue diagnosis is surely essential before any treatment decision is made. Frozen section facilities together with some simple core biopsy technique should now be available in all patients subjected to laparotomy for suspected pancreatic cancer.
The place of pancreatico-duodenectomy in the management of pancreatic cancer is well established", and is usually attempted only by an experienced surgeon when a 'fit' patient younger than 70 years understands the risks of the operation and elects to proceed if possible. In all other circumstances, palliative surgery is seen as appropriate and is useful for the relief of jaundice, pruritis and malaise-s!", Where palliation is the best option, biliary bypass alone is used by most surgeons", and the most favoured technique is cholecystenterostomy, provided the cystic duct joins the common hepatic duct high (so as to avoid subsequent tumour encroachment). Some workers have suggested that a gastroenteric bypass should always accompany a biliary bypass, since up to 50% of patients will otherwise develop gastric outlet obstruction due to advancing tumour-t-'", Our figures do not support these findings: Of the 110 patients surviving biliary bypass alone, only 11 (10%) subsequently developed gastric outlet obstruction necessitating a subsequent gastroenterostomy. Thus of the original 165 patients in our series, only 48 (29%) underwent a gastroenterostomy to prevent gastric outlet obstruction at the time of the original operation, or to prevent it developing later. The addition of a gastroenteric bypass was associated with an almost two-fold increase in operative mortality compared with that seen after biliary bypass alone (Table 2) , but there was no increase in mean survival time.
It can be argued that patients requiring a gastroenterostomy would have had larger, less favourable tumours, and would therefore have been less able to tolerate a gastroenterostomy in addition to a biliary bypass, thus leading to an increase in mortality. However, only 7 of the 37 patients (19%) undergoing a gastroenterostomy were judged to require this procedure because of tumour encroachment. In the remaining 81%, the addition of the gastroenterostomy was undertaken as a precaution against subsequent tumour advance.
We conclude from this retrospective study that patients should be palliated for pancreatic cancer by biliary bypass alone, because the addition of a gastroenterostomy not only doubles the mortality rate without affecting survival, but is also unnecessary in over 70% of cases. 
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